MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH , —63—015882

DEPARTMENT OF PUBLIC HRALTH AND WELFAR
Registra rimary Registeation District No. - .g 3in istrar's No. _2_ STATE FILE NUMBER
DO.NOT WRITE AMENDED = F ik = tr'mri 9 — -
OR THIS STUB bl bl L")
1. PLACE OF DEATH ‘2. USUAL RESIDENCE (Where decessed .. lived, If institution: Residence before
a. COUNTY Iron . a. STATE ¢ . b. COUNTY Iron sdmisiion)

VS 300
Rev. 4/ 59

b. CITY (If outside corporaste limits, give TOWNSHI® only) Length of stay in 1b c. CITY Insichs Limits

OR - Of
1ows Tronton 3 days romv Ironton - Yo'l Ne D)
c. FULL NAME OF {if NOT in hospital, give location} Inside Limits . STREET S eumd- give |ocation) Reride on Farm

?h%’}'T{L‘?%oc@t.Maryls .Of the 0zarkdva& non 313 S. Shepherd Ya [l NoEX

_'dc/Zo

DATE AMENDED

3. NAME OF DECEASED First Middle Lot 4. DATE Month Day Year

(Fype or print) 0GA ROBINETT olai  May 1, 1963

5. SEX .| 6. COLOR OR RACE 7. Marriedg{1  Never Married [ [8. DATE-OF BIRTH | 9. AGE (last birthday) | iF UNDER 1 YEAR _IF UNDER 24 HR

male white Widowed (] overced O |4 /24 /189H 68 TMTITFW

10a. USUAL OCCUPATION (Give kind of work done | 10b. KEIND OF BUSINESS OR INDUSTRY| 1. BIRTHPLACE (City and state or country) | 12. CIiTIZEN OF WHAT COUNTRY
during most of working life, even if retirad) 3

arber self employed | Black, Missourl USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
Woodson Robinett Nancy Goggin Lena Copeland Robinett
15. WAS DECEASED EVER IN:U.S. ARMED' FORCES 14 SACIAL SECHIBTY NG, 17. INFORMANT Address
(Yn,ﬁcbor unknown)l {I¥ yes, give war or dates of MI‘S Lena Rob inett , I Ponton’ MO .

18. CAUSE OF DEATH (Enter only one causa per line for {a), (B), and (c). INTERVAL BETWEEN
PART |. DEAYH WAS CAUSED BY: onssr AND DEATH

IMMEDIATE CAUSE (s) Terminal bronchial pneumonia 1l day

DOCUMENT

Cerebral hemorrhage days

which gave.rise to
above cause (a),
stating the under-
lying cause last

Conditions, if any,] DUE TO (b}

DUE TO {c)

FART 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to”the terminal PART It If" de:uud was  female wax
! dissase condition. given in PART | (a) ) thera-a pregnancy in lsst 90 days.

left hemiplegia - [ove | o | O unkeows

9. WAS AUTOPSY | 20a. ACCIDENT _ SUICIDE  HOMICIDE 205, DESCRIBE HOW INJURY OCCURRED. {Enfer nature of injury in PART | or PARY tl of itam 18,
PERFORMED? (m} (] ‘o
YES [ NOXJ

F0c. TIME OF  Houl  Month, Day, Year |
- INJURY B.m.
- ' ) p.m.

20d. INJURY OCCURRED — | 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bidg., ete.)
v NOT WHILE AT WORK O

= - ra
' ot o 1 -] -0
21. | attended the deceased from L’--28-6 3 to. q"1-63 and last saw ﬁi alive on 2 B)
Deaath oc-curlrad at 9 45 8a m on the date stated sbove, and to the best of my knowledge, from the causes stated.

a. egree ithe 22b. ADDRESS | 22c. DATE SIGNED
* mmw/? f 7%#” . Ironton, Missouri b-1-63

Z3a. BURIAL, CREMATION, E 235, DATE . NAME OF cmerenv OR CREMATORY 73d. LOCATION (City, town, or caunty) Grate)
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MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

purial o 5/3/1963 Black Cemetery Black, Missouri

Wﬁiﬁglgkﬁf‘%%?al Home wwton MO 25. DATE RECD. BY:-LOCAL REG. 26, REGISTRAR'S S'IGNATURE
Rovetsd —rle ~j- 43

g {Licensed Embalmer's Statement on Reverse Side}

BY AFFIDAVIT OF

ITEM NO.




" 'STATEMENT BY -LICENSED- EMBALMER -

| hereby certify that the body whose name is recorded on the reverse side of this. certificate was embalmed by me,

or by ) . Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

3012 .

Licensed Embalmer No

P. O. Address__Lronton, Mo,

[ Rp—

Note: The above MUST BE. SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT he also shall sign in his OWN hundwrmng

If this body is nof embalmed fact should bé so stated above. s




